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Appel, of Munich, in an interesting paper published some 
years ago, lias given the result of his study of this rare con¬ 
dition. A case recently under my care, and a study of some 
others not mentioned by Appel, enable me to support the views 
which he urges with regard to the nature of the dislocation, 
and to indicate the best method of treatment, a matter which 
he docs not touch. 

The dislocation in a displacement of the patella outward, 
so that it lies, even in extension of the knee, in most eases to 
the outside of the middle line, and in flexion it slips outward 
and backward till it lies on the outer surface of the external 
condyle of the femur, its anterior surface directed partly out¬ 
ward, the patient’s gait is most insecure, and frequent falls 
and synovitis of the knee are the result. 

I believe that in most cases a fall and consequent injury 
to the knee first direct attention to the condition, and indeed 
may increase the dislocation to a certain extent; but it really 
depends, as Appel holds, on a congenital defect, viz., a de¬ 
formity of the external condyle and trochlea of the femur. 
The grounds for this view will appear. 

In most of the cases recorded, one or other of the follow¬ 
ing conditions will be found: (i) the dislocation, or some 

1 Road before the Mcdico-Chirurgical Society of Edinburgh, January 
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accompanying deformity actually noticed at birth, (2) the late 
age at which the child learned to walk, or else insecurity in 
walking during childhood, (3) rachitis, (4) genu valgum, 
(5) outward rotation of the leg, (6) ill-developed patella, 
(7) abnormality in the shape of the external condyle and 
patellar fossa of the femur. 

With regard to my own case, I have made the following 
notes. 

I. M., aged nineteen, a domestic servant, was admitted to 
hospital on May 29, 1895. Iler mother states that she never 
walked securely like other children, and, in fact, could not be said 
to walk much at all till she was seven years of age; that she was 
never able to run, and was continually falling, and that she devel¬ 
oped knock-knee on the left side. Three months before admission, 
she fell going upstairs, “ her leg seemed to give under her,” and 
she fell quite helplessly. She had fallen frequently since in the 
same helpless manner, and had been laid up in consequence more 
than once with synovitis of the knee. 

She is a hcallhy-looking girl, hut with evidence of rachitis 
in childhood; very short and clumsy figure. Marked genu val¬ 
gum on the left side; the leg is rotated outward. When the knee 
is extended, the patella lies somewhat to the outside of the normal 
position; when the joint is flexed, it passes farther and farther 
out till it lies on the outer side of the external condyle of the 
femur, its anterior surface directed outward and forward. It 
may with force he held in or near the middle line while the knee 
is being flexed to a certain extent, but on being released it flies 
out and hack. The fossa patellae of the trochlear surface of the 
femur can he felt to he partially filled up, as it were, on its outer 
side, as if the external condyle projected into it, while the outer 
edge of that condyle, on the other hand, seems to fail altogether 
and leave a gap under the outer edge of the patella. The Ront- 
gen rays show the position of the patella to be higher up the femur 
than normal, and give a faint indication of the altered shape of 
the external condyle. 

Appel, including two cases of his own, gives thirty cases. 
Of these, unfortunately, twelve make no mention of the con- 



DISLOCATION 01 ! THE PATELLA. 68l 

cl it ion of the femur; of the remaining eighteen, fifteen had a 
deformity of the femur, while in three that bone was said to 
be normal. The notes of Appel’s two cases are as follows: 

(1) A woman, aged forty; as a child, late in learning to 
walk; nine weeks before admission to hospital fell in the harvest- 
field and injured her left knee; since then complained of weak¬ 
ness in standing with the knees flexed, and especially in descend¬ 
ing a stair. Patella smaller and rounder than normal; slips 
back outside the external condyle on flexion. Groove on the 
femur for the patella shallow and narrow, due to the edge of 
the trochlea being broad and rounded; its normal sharp ridge 
lost; outer side of the external condyle slopes away instead of 
falling away sharply. Slight genu valgum. I.cg rotated out¬ 
ward. 

(2) A man, aged twenty-six, a porter. “ Double-knee” re¬ 
marked at birth. lias felt his left knee weak on descending 
a hill with a heavy weight on his back; no history of a fall. 
Patella lay in external condyle of femur, and slipped out and 
back on flexion of the knee. Groove for patella narrow. Slight 
genu valgum. Leg rotated outward. 

The same characters appear in one or other of the re¬ 
maining cases collected by Appel. Thus, in Uhdc’s case the 
fossa patella was too narrow, and the ridge of the external 
condyle bounding it was not so prominent as usual. Stokes, 
Smith, and Sender each records a case in which the abnor¬ 
mality is described as an absence of the external condyle. 
Lannelongue mentions a very small patella and a diminished 
trochlear surface for it. Janicke records smallness of the 
external condyle, shallowness of the fossa patellae, and rickets. 

I have collected some cases not recorded by Appel. 
Wright records of his patient, a girl seven years old, that she 
did not walk till she was three years of age; some months 
before he saw her she had fallen while dancing, and had been 
constantly falling since; the patella was smaller than normal, 
but he describes the external condyle as “ very prominent,” 
possibly referring to its invading the fossa patellae. There 
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was the usual dislocation of the patella. In Pollard’s case, 
the patient, a woman aged twenty-one, could not fix the period 
at which her patella was displaced, but the limb had been 
“ weak since childhood.” A few weeks before being examined 
she slipped and fell, and had been lame since; there was 
marked genu valgum, the patella was smaller than usual, and 
lay on the outer side of the external condyle during flexion 
of the knee; when he operated, he found the trochlear surface 
of the femur “ exceedingly small in all its dimensions,” and the 
groove for the patella very narrow. In Goldthwait’s case 
the patient was a woman thirty years of age; both patellae 
were dislocated, and the deformity had been noticed since she 
was a child; the leg was markedly rotated outward. In Can¬ 
ton’s case (first mentioned in Appel’s list) there was the usual 
dislocation of the patella, knock-knee was present, and the 
external condyle “did not project anteriorly to its wonted 
degree.” He continues quaintly,—reversing, apparently, the 
cause and effect,—“The dislocation of the bone was noticed 
at birth, but was not believed to be of any importance; and 
now the external condyle has become so worn away that the 
case is beyond the reach of surgical art.” 

It has been pointed out that the quadriceps in passing 
from its origin to its insertion forms an obtuse angle, at the 
point of which the patella lies. In action, it would pull the 
patella outward till it came to lie in a straight line between 
the origin and insertion of the muscle, were this not prevented 
by the obstacle which the prominence of the external condyle 
presents. The ridge of the external condyle keeps the patella 
in the middle line. Should the fossa patella; be too shallow, 
or the ridge of the external condyle not he prominent enough, 
the patella will lie dangerously far out on the trochlea,—a 
case of slight dislocation. It then only needs a severe con¬ 
traction of the muscle or a slight trauma to shoot the patella 
off the front of the condyle altogether, and bring it to lie on 
the outside of the femur (Appel). Or, in cases in which 
the condyle is markedly deficient, the complete dislocation 
may exist from birth or the first years of life. In any case, 
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the structures 011 the outer sides of the patella eventually con¬ 
tract and prevent the possibility of the hone retaining its proper 
position. It is natural to ask the question, What is the con¬ 
nection between rickets and this dislocation? But it is not 
easy to give an answer. In some cases it is possible that both 
the knock-knee and the outward rotation of the tibia arc pro¬ 
duced by the abnormal line in which the quadriceps comes to 
work. 

As regards the treatment of this condition, we find, as 
we might expect, various methods adopted. Roux (in a trau¬ 
matic case) divided the vastus externus, detached the liga- 
mentum patella;, and nailed it farther inward to the tibia. 
Goldtlnvait, in his bilateral case, adopted a similar procedure 
in treating the one knee; while, on the other side, lie detached 
the tubercle of the tibia and nailed it farther inward; he 
gives the preference to the latter method. O11 both sides he 
divided the outer part of the capsule to allow the patella to 
he drawn inward. The result was good. Lucas Cham- 
pioniere performed a more severe operation. He opened the 
joint, cut a groove on the surface of the femur, and fixed the 
patella in it by suture. Bilton Pollard followed this idea. 
He corrected the genu valgum by osteotomy, but the patient’s 
walk was no more secure. To correct the dislocation, lie made 
first an external incision through which he divided the inser¬ 
tion of the vastus externus and the outer part of the capsule; 
through an internal incision he chiselled out a groove in the 
cartilage and bone of the femur “ till a sufficiently broad and 
deep trochlear surface was made.” The patella placed in this 
slid up and down normally in flexion and extension of the 
knee. Lastly, he excised a piece of the capsule on its inner 
side, and braced up the joint. Result after a month the patient 
walked well, and said her knee was stronger and more service¬ 
able than before the operation. Wright adopted a much sim¬ 
pler procedure, and one that was followed by a good result; 
it resembles the operation I performed, which I shall now de¬ 
scribe. 

I had not seen any record of similar cases, nor of the 
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methods of treatment, but, if I had, I do not think that I 
should have preferred any of them to that which suggested 
itself to me. It consisted in liberating the patella by dividing 
on the outside whatever contracted structures prevented its 
assuming its normal position, and then mooring it there by 
sutures passed through its inner border. 

On June 8 I corrected the knock-knee by an osteotomy; 
but when the patient began after the usual period of rest to go 
about again, she complained still more of insecurity in walk¬ 
ing,—possibly due to some atrophy of the quadriceps. On 
September 3 I made a U-shaped incision over the knee, and 
turned up a flap of skin. I divided on the outer side of the 
patella the expansion of the quadriceps tendon and the cap¬ 
sule—but without opening the cavity of the joint—so as to 
allow the patella to be brought easily to the middle line. I 
then bored two holes through its inner edge, and, having 
passed a stout catgut suture through each, I fixed the patella 
in its place by stitching it to the internal lateral ligament. 
The wound healed by first intention, but the sutures were not 
strong enough, and I had the annoyance of seeing the patella 
gradually slip back to its old position. About eight weeks 
later I performed the operation again, precisely as before, 
using this time, however, stout silk instead of catgut sutures. 
There was again an uninterrupted recovery, and the patella 
remained in its normal position. The operation was followed, 
however, by a most marked and prolonged atrophy of the 
quadriceps and corresponding uselessness of the limb. For 
a long period afterwards, if she were lying down, the patient 
would raise her heel off the couch only if the knee-joint were 
extended. The limb, however, under massage, electricity, and 
exercise, gradually gained strength, though for months she 
had to walk with care. 

On November 30, 1899—four years after the operation 
-—I examined the knee. The patella has retained its position, 
slightly external to and higher up than normal, and the patient 
walks and goes up and down stairs with confidence, having lost 
all fear of falling. Wishing further to test her, I asked if she 
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could run. She replied with a laugh that recently she had 
won the third prize in a race at a picnic. 

This method of treatment, then, seems rational and effect¬ 
ive, and should succeed in most cases. It is possible, how¬ 
ever, that the severer procedure of opening the joint and 
enlarging the groove for the patella might in some cases be 
necessary; while, again, transplanting the ligamentum patella 
inward should be reserved for cases where the outward rota¬ 
tion of the leg exists to a high degree. 
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